DH was a 34-year-old gravida 2, para 1, aborta 1 African American woman with a chief complaint of decreased fetal movement of several hours duration. She was followed in High-Risk Clinic for chronic essential hypertension. This pregnancy had been complicated by a hospitalization 3 weeks previously for control of hypertension. At that time an extensive workup was unremarkable. Ultrasound had confirmed the fetus to be symmetrically small for gestational age. This was consistent with her prior obstetrical history of delivering an SGA fetus 4 years earlier at 26 weeks' gestation. That infant, weighing 590 g at birth had survived and done well to date.
She had notified her obstetrician of a decrease in fetal activity earlier on the day of admission. The patient was advised to come in to the hospital for evaluation later that afternoon.
A biophysical profile was begun at the time of presentation and was scored 2/8, points given for amniotic fluid volume only. A Doppler study was performed ( Figure 1 ) and because of the finding of reversed diastolic flow, the patient was directly admitted to labor and delivery.
In labor and delivery, her blood pressure was noted to be 148/96 in the left lateral position. This was similar to her outpatient values. Medications at the time were labetolol 200 mg twice a day and aldomet 250 mg twice a day.
Shortly after admission, the fetus demonstrated worrisome FHR findings, consistent with acidemia and diminished buffer base reserve ( Figure 2 ). Treatment with oxygen, intravenous hydration and magnesium sulfate were ineffective in resolving the fetal status. There was no response to fetal acoustic stimulation ( Figure 3) .
Despite an estimated fetal weight of 690 g at 27 weeks' gestation, delivery was chosen as the best option. A repeat cesarean section was performed with the delivery of a male fetus weighing 635 g with Apgar scores of 7 and 8 at 1 and 5 minutes, respectively. An umbilical artery pH was 7.20, and the umbilical venous pH was 7.24. The initial CBC demonstrated 24% nucleated red blood cells, which fell to normal limits over the ensuing 24 hours.
At 2 weeks of life, after a relatively benign course, the infant suffered an intracranial hemorrhage. Despite aggressive treatment, the infant died on day 26 of life.
DENOUEMENT AND DISCUSSION
At the very heart of prenatal care is the always present question, ''Is my baby alright?'' Much effort is directed, and rightfully so, at answering this question in the affirmative.
The fetus can demonstrate his or her well-being in many ways. Serial growth of the uterus, maternal weight gain, as well as ''quickening'' provide assurance.
Fetal activity during the second half of gestation is particularly relevant. Most women probably monitor fetal activity in an unconscious fashion. All women should understand the basic tenets of fetal kick counts and when to become concerned for fetal well-being. Various protocols are available. We direct our patients to count fetal kicks for 30 minutes after breakfast and dinner on a daily basis and to be aware of their fetus' pattern. Measuring the time interval to 10 kicks is also a popular Figure 2 . On admission to labor and delivery. External tracing demonstrates baseline heart rate in 120s. Diminished long -term and short -term variability. A variable deceleration shows nodal warm -up and then overshoot. Figure 3 . Oxygen, intravenous fluids, position changes have no discernable effect on fetal heart rate pattern. Magnesium sulfate has also been instituted because of maternal hypertension. The evaluation of the complaint of decreased fetal movement should occur within hours of when the concern is voiced by a patient to her provider. A reactive nonstress test indicates a fetus without academia. 3 The patient may then be reassured of the high likelihood of well-being. When the pregnancy is at term and the cervix inducible, consideration may be given to induction if the parties involved are amenable.
Perinatal/Neonatal Casebook
When a nonstress test is nonreactive or inconclusive, alternate techniques should be employed for evaluation. Having the patient drink orange juice is a common first step. If no accelerations can be elicited, a contraction stress test or a biophysical profile may be chosen. 4 Alternatively, if the pregnancy is at term, delivery may be elected.
When the pregnancy is remote from term, this decision becomes more complex. Further support of the overwhelming need to choose preterm birth over continued intrauterine existence is crucial. Doppler flow studies were helpful in making the decision to deliver Ms DH. Despite this intervention, the neonate succumbed, most probably on the basis of prematurity. Consultation with maternal fetal medicine and neonatology is always desirable under these circumstances. In a level I setting, maternal transport must be a consideration.
A simplified approach is described in Table 1 . Individual patient circumstances should of course be considered in any decision. This table is offered as a place to start. Although a decrease in the maternal perception of fetal activity is most commonly associated with a change in fetal behavioral state, the uncommon situation of fetal compromise in the absence of other clinical issues requiring intervention is well worth the search, and its absence important to note for both patient and provider. Have patient present the same day for evaluation, as soon as possible. Obtain a specific complaint after insuring that the patient understands the potential significance of a decrease in fetal activity.
